
Application for a §1915(c) Home and Community-
Based Services Waiver

PURPOSE OF THE HCBS WAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security 
Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid beneficiaries to 
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the 
needs of the waivers target population. Waiver services complement and/or supplement the services that are available to 
participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families 
and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of a waiver program 
will vary depending on the specific needs of the target population, the resources available to the state, service delivery system 
structure, state goals and objectives, and other factors. A State has the latitude to design a waiver program that is cost-effective 
and employs a variety of service delivery approaches, including participant direction of services.

Request for a Renewal to a §1915(c) Home and Community-Based Services 
Waiver

1. Major Changes

Describe any significant changes to the approved waiver that are being made in this renewal application:
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Appendix A.3: Updated to reflect duties related to the additional services in Appendix C. 
Appendix A.6: Addition of NCI-AD. 
Appendix A.7: Updated to reflect duties related to the additional services in Appendix C. 
Appendix A.QIS.a: One performance measure removed due to duty no longer being delegated to contracted entity. One 
performance measure removed because it is covered in Appendix D. 
Appendix A. QIS.b: Language related to remediation has been updated. 
 
Appendix B-1: Maximum age limit has been removed. 
Appendix B-2:  Individual cost limit has been changed from Institutional Cost Limit to No Cost Limit. 
Appendix B-3: Unduplicated Number of Participants has been increased. 
Appendix B-3: Selection of Entrants to the Waiver section has been updated to align with Title 480 NAC. 
Appendix B-4: The Medicaid eligibility groups served in the waiver have been updated. 
Appendix B-5: The box for “SSI standard” has been unchecked in sections b and d and the “other” options have been selected. 
Appendix B-6.b: The responsibility for performing evaluations and reevaluations has been changed. 
Appendix B-6.c: Qualifications for individuals performing initial evaluation have been revised. 
Appendix B-7: Language has been updated. 
Appendix B. QIS.b: Language related to remediation has been updated. 
 
Appendix C-1/C-3: Appendix C-1/C-3: The following services have been added: Supported Employment – Individual; TBI 
Adult Day Health Services; TBI Personal Care; TBI Respite Care; Assistive Technology; Caregiver Training; Chore; 
Community Connections; Home Delivered Meals; Home Modifications; Non-Medical Transportation; Personal Emergency 
Response System (PERS); Supported Employment – Follow Along; TBI Companion; and Vehicle Modifications. 
Appendix C-1/C-3: Language for service specific provider standards has been updated. 
Appendix C-1/C-3: The Assisted Living service has been renamed TBI Supported Residential Living. 
Appendix C-2: Updated to reflect elements related to additional services and provider types, including relatives and legal 
guardians being allowed to receive payment for providing waiver services. 
Appendix C-2.a: Language has been updated. 
Appendix C.QIS a: Performance measures have been added to reflect the use of non-licensed, non-certified providers as 
applicable to the addition of services. 
Appendix C.QIS.a: The performance measure related to provider training has been updated to reflect training of service 
providers instead of training of Service Coordination and Resource Development staff. 
Appendix C. QIS.b: Language related to remediation has been updated. 
Appendix C-5: Updated to reflect approved HCB Settings Waiver Transition Plan. 
 
Appendix D-1.a: Case Manager qualifications have been revised. 
Appendix D-1.c: Language has been updated. 
Appendix D-1.d. Language has been updated. 
Appendix D-1.e: Language has been updated. 
Appendix D-1.f: Language has been updated. 
Appendix D-1.g: Language has been updated. 
Appendix D-2.a. Language has been updated. 
Appendix D. QIS.b: Language related to remediation has been updated. 
 
Appendix F: Language has been updated throughout all sections. 
 
Appendix G-1.b: Language has been updated and QIO-like entity added to process. 
Appendix G-1.c: Language has been updated. 
Appendix G-1.d; Language has been updated. 
Appendix G-1.e. Language has been updated. 
Appendix G-2.a.b.c: Language has been updated to reflect additional services and providers other than TBI Supported 
Residential Living (formerly Assisted Living). 
Appendix G-3: Language has been updated. 
Appendix G.QIS.a: One performance measure was changed to include the QIO-like entity’s review of incident reports. Language 
was clarified in two performance measures. One performance measure was removed due to duplication with other performance 
measures. 
Appendix G. QIS.b: Language related to remediation has been updated. 
 
Appendix H: Language in all sections was updated to provide clarification. 
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and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver 
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the 
waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for this waiver.

Institutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would 
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

G. 

Reporting: The state assures that annually it will provide CMS with information concerning the impact of the waiver on 
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver 
participants. This information will be consistent with a data collection plan designed by CMS.

H. 

Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a 
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the 
individual through a local educational agency under the Individuals with Disabilities Education Act (IDEA) or the 
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

I. 

Services for Individuals with Chronic Mental Illness. The state assures that federal financial participation (FFP) will 
not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial hospitalization, 
psychosocial rehabilitation services, and clinic services provided as home and community-based services to individuals 
with chronic mental illnesses if these individuals, in the absence of a waiver, would be placed in an IMD and are: (1) age 
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR §440.140; or 
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160.

J. 

6. Additional Requirements

Note: Item 6-I must be completed.

Service Plan. In accordance with 42 CFR §441.301(b)(1)(i), a participant-centered service plan (of care) is developed for 
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the 
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected 
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source, 
including state plan services) and informal supports that complement waiver services in meeting the needs of the 
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not 
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in 
the service plan.

A. 

Inpatients. In accordance with 42 CFR §441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICF/IID.

B. 

Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is not claimed for the cost of room and board except 
when: (a) provided as part of respite services in a facility approved by the state that is not a private residence or (b) 
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the 
same household as the participant, as provided in Appendix I.

C. 

Access to Services. The state does not limit or restrict participant access to waiver services except as provided in 
Appendix C.

D. 

Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified 
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number 
of providers under the provisions of §1915(b) or another provision of the Act.

E. 

FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-party 
(e.g., another third party health insurer or other federal or state program) is legally liable and responsible for the provision 
and payment of the service. FFP also may not be claimed for services that are available without charge, or as free care to 
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes a fee 
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally 
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that 
annual period.

F. 
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Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to individuals: 
(a) who are not given the choice of home and community-based waiver services as an alternative to institutional level of 
care specified for this waiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c) 
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide 
individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

G. 

Quality Improvement. The state operates a formal, comprehensive system to ensure that the waiver meets the assurances 
and other requirements contained in this application. Through an ongoing process of discovery, remediation and 
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b) 
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (e) financial oversight 
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery 
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem. 
During the period that the waiver is in effect, the state will implement the Quality Improvement Strategy specified in 
Appendix H.

H. 

Public Input. Describe how the state secures public input into the development of the waiver:
 

I. 
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The public input process for this waiver renewal is done in accordance with 42 CFR 441.304(f). The following strategies 
are used to secure public input for the 40199 renewal: 
 
Specific to Tribal Notice, the public comment period allows at least 30 days for comment before the anticipated 
submission date and per the Nebraska State Plan, includes written 30-day notification to all federally-recognized Tribal 
Governments which maintain a primary office or majority population within the State in accordance with section 5006(e) 
of the American Recovery and Reinvestment Act of 2009 (Pub. L. 111-5), Indian health programs, and Urban Indian 
Organizations. Per the Nebraska State Plan, Tribal Governments have 30 days to respond or comment to a proposed state 
plan amendment, waiver, or demonstration from the date the required notice is submitted. The Tribal Notice for the 
40199 renewal was distributed on April 10, 2023, with responses being requested through May 10, 2023. The Tribal 
Notices are available through the DHHS Division of Medicaid and Long Term Care (DHHS-MLTC) and DHHS-DDD. 
 
To reach all stakeholders, the public notice is both electronic and non-electronic to ensure people without computer 
access have the opportunity to provide input. A public notice seeking public comment indicates the waiver application in 
its entirety is posted on the DHHS public website and is also available upon request in hard copy via mail, email, or by 
phone. The public can go to or call a local DHHS office or the DHHS-DDD Central Office to request a hard copy. Public 
comments can be provided via the internet, e-mail, fax, U.S. mail, or phone calls. Phone numbers, FAX numbers, e-mail 
addresses, and staff names are provided on the DHHS public website and in the written notice. 
 
DHHS-DDD conducted presentations via webinar on April 13, 2023 and April 21, 2023. An in-person presentation was 
conducted on April 18, 2023. During the public comment period from April 11, 2023 to May 11, 2023, DHHS solicited 
input through: virtual and telephonic opportunities with tribal representatives; waiver participants; families; guardians; 
advocates; providers; the DHHS public website; and non-electronic public notice in the Omaha World-Herald, a 
newspaper with statewide circulation. 
 
The state provided statements of public notice and public input procedures. DHHS’s public website contained public 
notice, the full waiver application; a PowerPoint summary of proposed changes to the waiver, a link to e-mail questions 
or comments, and contact and address to mail comments. 
 
A summary of 57 comments received during public comment is listed below. Three comments related to service caps for 
two services resulted in those caps being removed. Two comments related to provider qualifications resulted in those 
qualifications being updated. 
• 5 comments were related to capacity issue. 1 comment received from a provider expressed appreciation at the 
opportunity to serve more individuals with TBI. 4 other comments received from stakeholders were questions related to 
possible transfers from other waivers and increased capacity if needed. Clarification was provided and no changes were 
made to the waiver. 
• 4 comments received from stakeholder agencies and a provider were related to the desire to change the nursing facility 
level of care criteria for this waiver. Clarification was provided to indicate the criteria is set in state regulations and no 
changes were made to the waiver. 
• 1 comment received from a stakeholder was related to possible funding caps. Clarification was provided to indicate this 
waiver doesn’t apply an individual cost limit and no changes were made to the waiver. 
• 1 comment received from a stakeholder was related to a concern the TBI diagnosis wasn’t being included in the 
assessment information when the nursing facility level of care is completed. Clarification was provided and no waiver 
changes were made. 
• 12 comments were related to provider training and the development of that training. 3 of these comments were from a 
provider and 9 were from stakeholders. Clarification was provided and no changes were made to the waiver. 
• 29 comments were related to questions regarding additional services added to the waiver. All were from stakeholders. 
Clarification was provided for the majority of these comments and waiver changes weren’t made. Three comments 
related to service caps for Supported Employment – Individual and Supported Employment – Follow Along. This 
resulted in those service caps for those services being eliminated in the waiver application. Two comments related to 
provider qualifications for Supported Employment – Individual and Supported Employment – Follow Along. This 
resulted in the provider qualification sections for these services being updated in the waiver application. 
• 5 comments were related to questions about waiver service rates. 1 comment was received from a provider. The others 
were from stakeholders. Clarification was provided and no changes were made to the waiver.  

Notice to Tribal Governments. The state assures that it has notified in writing all federally-recognized Tribal 
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a 

J. 
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agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that 
division/administration (i.e., the Developmental Disabilities Administration within the Single State Medicaid 
Agency), (b) the document utilized to outline the roles and responsibilities related to waiver operation, and (c) the 
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella 
agency) in the oversight of these activities:
 

a) The functions performed by the Department of Health and Human Services (DHHS) Division of 
Developmental Disabilities (DDD): 
 
DDD performs oversight for Services Coordination contracted entity functions identified in Appendix A.3. in 
addition to preforming these functions for a some of waiver participants: participant waiver enrollment activities; 
management of approved limits; monitoring of expenditures; review of participant service plans; prior 
authorization of waiver services; utilization management; establishment of statewide rate methodology; 
establishment of rules, policies, and procedures governing the waiver program; and quality improvement 
activities. A provider enrollment broker performs enrollment of qualified providers and executes Medicaid 
provider agreements under the oversight of the Division of Medicaid and Long Term Care (MLTC), which is the 
Medicaid agency. 
 
b) The document utilized to outline the roles and responsibilities related to waiver operation: 
 
The Nebraska State Medicaid Plan Section A1-A3, approved March 6, 2014, effective Jan 1, 2014. (NE 13-0030-
MM4) outlines designation and authority. 
 
c) The methods that are employed by the designated State Medicaid Director in the oversight of these activities: 
 
The State Medicaid Director is the Director of MLTC. Oversight is a collaborative effort among designated staff 
within MLTC and DDD. Designated Administrators from MLTC and DDD have regularly scheduled  meetings to 
review discovered and/or anticipated issues; direct remediation and/or proactive activities; and strategically plan 
for collaborative alignment of Nebraska’s Medicaid funded HCBS services. 
 
Oversight methods include but are not limited to: reviewing reports of provider non-compliance and coordinating 
corrective action measures with DDD service coordination, surveyors from Public Health and licensure as 
necessary and appropriate; preparing or reviewing statistical and financial data for CMS reports in collaboration 
with DDD; attending the quarterly DDD Quality Improvement (QI) Committee meetings as an active participating 
member; meeting with DDD staff to review program and participant issues as necessary and appropriate; weekly 
tracking the use of Medicaid funding on the use of Medicaid HCBS waiver funding relative to the budgeted 
amounts; and monthly monitoring expenditures and budget projections; reviewing the development, renewal, or 
amendments of HCBS waivers, with final approval and electronic submittal authority; reviewing the cost 
neutrality formulas developed in collaboration with DHHS-DD; and submitting claims quarterly for federal funds 
for allowable activities administered or supervised by DDD. 
 
The frequency of the oversight is related to the oversight activity or collaborative projects and tasks, and ranges 
from monthly budget activities to annual reporting activities.  

Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the 
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding 
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the 
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver 
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of 
Medicaid agency assessment of operating agency performance:
As indicated in section 1 of this appendix, the waiver is not operated by a separate agency of the State. Thus 
this section does not need to be completed.
 

 

 

b. 

Appendix A: Waiver Administration and Operation
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Any contracted services coordination agency is responsible to remediate all identified individual problems 
identified through its discovery processes in an appropriate and timely manner (45 days). Discovery processes 
include: inputting data entry; remediating findings of  File Reviews, reporting incidents; reporting complaints; and 
reporting death reviews. 
 
Any contracted services coordination agency is responsible to remediate all identified individual problems 
identified through its discovery processes in an appropriate and timely manner (45 days). As part of their 
discovery processes, DDD quality staff conduct reviews of services coordination/resource development files on an 
annual basis. These reviews ensure all delegated waiver activities are being applied correctly. The review 
responses are documented in an electronic quality database. Indicators that do not meet standards require 
remediation/supervisory follow-up. Follow-up action must be taken within 45 days from date of review and be 
recorded in the electronic quality database. The DDD quality staff monitors to ensure remediation activities are 
completed as assigned. 
 
DDD quality staff are also responsible for overseeing that all individual problems requiring remediation identified 
during discovery processes are remediated. This is accomplished by individual follow up/remediation, shared 
resolution, or quality improvement plans. 
 
Individual follow-up/remediation is an informal plan detailing corrections which must be made created by the 
services coordination supervisor, in consultation with  DDD quality staff as needed. Services coordination 
supervisors are responsible for documenting remediation activities in the electronic quality database. 
 
Shared Resolution is a formally-defined process, based on proactive partnership, to work with service delivery 
staff and agencies to resolve and improve instances which (1) reflect performance below expectations that cannot 
be remediated through technical assistance; (2) indicate a pattern of policy or procedure non-compliance which 
does not include a participant safety concern; or (3) are identified through formal discovery and determined not 
egregious as defined in the Quality Improvement Plan process. The Shared Resolution is a plan jointly created 
with services coordination supervisors and documented by DDD quality staff. The plan details how resolution and 
results will be monitored and measured. DDD quality staff are responsible for verifying corrections have been 
made. 
 
The Quality Improvement Plan is a formally-defined process to resolve and improve performance an apparent 
contract violation or immediate risk to participant health and safety is identified. This remediation is appropriate 
for these egregious issues as well as when other remediation has been unsuccessful or determined ineffective. The 
Quality Improvement Plan is a formal plan written by the services coordination supervisory staff using the 
template provided by the DDD quality team detailing specific, measurable steps, persons responsible, and start 
and ending dates. The Quality Improvement Plan also details supportive documentation on final follow up. DDD 
quality staff approve this plan before it is implemented and monitor its progress through completion. 
 
An agency that does not successfully complete the Quality Improvement Plan process or fails to provide delegated 
functions, may be referred to the DDD contract manager for contract review and possible withholding of payment 
reimbursement. 
 
In addition to individual remediation, practices are in place to assist services coordination agencies in evaluating 
whether problems are systemic to their specific agency. Services coordination supervisors use the electronic 
quality database to run reports of file review and other data to evaluate the agency’s performance. Services 
coordination supervisors may also use the electronic quality database to perform additional agency specific file 
reviews. The electronic database enables the agency to perform complete or partial file reviews of identified or 
suspected problem areas. 
 
Performance measure related data reports developed by the Performance Measure Subcommittee will be shared 
with services coordination agencies at least quarterly. This enables agencies to compare their performance with 
the overall trend of all agencies combined to determine whether or not there might be an agency specific issue.  

Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

ii. 
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Regulations outlined in Title 480 NAC specify the procedures which ensure timely reevaluations for level of care. 
 
The services coordinator must annually review each participant to assure both continued eligibility and that the well-
being of the participant is safeguarded. Reevaluation must take place every 12 months and be documented. 
 
DDD will utilize the electronic database system which contains reports on the participant's level of care and due dates. 
These reports allow the services coordinator and their supervisor to manage and plan for re-evaluation.  

Maintenance of Evaluation/Reevaluation Records. Per 42 CFR §441.303(c)(3), the state assures that written and/or 
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3 
years as required in 45 CFR §92.42. Specify the location(s) where records of evaluations and reevaluations of level of care 
are maintained:

 

Written documentation of all evaluations and reevaluations are filed in the DDD electronic database system. Nebraska 
requires this documentation to be maintained for at least six years.  

j. 

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States 
methods for discovery and remediation.

Methods for Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for 
evaluating/reevaluating an applicant's/waiver participant's level of care consistent with level of care provided in a 
hospital, NF or ICF/IID.

Sub-Assurances:

Sub-assurance: An evaluation for LOC is provided to all applicants for whom there is reasonable 
indication that services may be needed in the future.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or 
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to 
analyze and assess progress toward the performance measure. In this section provide information on the 
method by which each source of data is analyzed statistically/deductively or inductively, how themes are 
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
Number and percent of new waiver eligible applicants with a reasonable indication of 
need for whom an evaluation for LOC was provided. Numerator = Number of new 
waiver eligible applicants with a reasonable indication of need for whom an 
evaluation for LOC was provided. Denominator = Number of new waiver eligible 
applicants with a reasonable indication of need.

Data Source (Select one):
Other
If 'Other' is selected, specify:
Electronic participant system data reports

a. 

i. 

a. 
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Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR §441.302(d), when an individual is determined to be likely to require a level of care 
for this waiver, the individual or his or her legal representative is:

informed of any feasible alternatives under the waiver; andi. 
given the choice of either institutional or home and community-based services.ii. 

Procedures. Specify the state's procedures for informing eligible individuals (or their legal representatives) of the feasible 
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services. 
Identify the form(s) that are employed to document freedom of choice. The form or forms are available to CMS upon 
request through the Medicaid agency or the operating agency (if applicable).

 

The Services Coordinator explains the service options available under this home and community based waiver.  The 
participant or their guardian are offered the option of accepting Nursing Facility or waiver services as described in the 
Person-Centered Plan. When the participant or the guardian chooses to accept waiver services, the Services Coordinator 
obtains the proper signature on the waiver consent form.  The consent form must be signed at initial determination  and 
remains valid as long as the waiver case is open. When guardianship or legal status changes, the Services Coordinator 
must obtain a new, signed consent (for example, an adult’s legal guardianship is transferred to another person).  

a. 

Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice 
forms are maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

 

Written documentation of all Freedom of Choice forms (waiver consent) are contained in the participant files at the 
services coordination agency. Nebraska requires these documents to be maintained for at least six years.  

b. 

Appendix B: Participant Access and Eligibility
B-8: Access to Services by Limited English Proficiency Persons

Access to Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access 
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance 
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting 
Limited English Proficient Persons" (68 FR 47311 - August 8, 2003):
 

The following methods are utilized to provide meaningful access to services by individuals with Limited English Proficiency: 
 
*Language Line is available and used statewide. 
*All contracted services coordination agencies are required to provide interpreters when needed to communicate with an 
individual.  

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case 
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service

Statutory Service Supported Employment - Individual

Statutory Service TBI Adult Day Health Services

a. 
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Provider Type:
 

Agency supported employment - agency provider  

Provider Qualifications
License (specify):
 

No license required.  

Certificate (specify):
 

No certification required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
licensure standards, Titles of the Nebraska Administrative Code, and Nebraska State Statutes. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
A provider delivering direct services and supports must: 
     •	 Meet and adhere to all applicable employment standards established by the hiring agency; 
     •	 Have training in the following areas, and provide evidence of current certificate of completion 
from an accredited source, when applicable or upon request: 
        o  Abuse, neglect, and exploitation and state law reporting requirements and prevention; 
        o  Cardiopulmonary resuscitation; and 
        o  Basic first aid; 
     •	 Be authorized to work in the United States; 
     •	 Not be a legally responsible individual or guardian to the participant; and 
     •	 Not be an employee of DHHS, unless approved by DHHS as compliant with DHHS policy and 
applicable law and regulation. 
 
All providers must ensure staff working with participants served by the TBI waiver have completed 
specialized TBI training.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Supported Employment - Individual

Provider Category:
Individual
Provider Type:
 

Independent supported employment - individual provider  
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Provider Qualifications
License (specify):
 

No license is required.  

Certificate (specify):
 

No certification is required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
licensure standards, Titles of the Nebraska Administrative Code, and Nebraska State Statutes. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
A provider of this service must: 
     •	 Complete all provider enrollment requirements; 
     •	 Have necessary education and experience, and provide evidence upon request: 
        o  Have a Bachelor’s degree or equivalent coursework/training in: education, psychology, social 
work, sociology, human services, or a related field; OR 
        o  Have four or more years of professional experience in the provision of habilitative services for 
persons with intellectual or other developmental disabilities (IDD), or in habilitative program writing 
and program data collection/analysis, or four or more years of life experience in teaching and supporting 
an individual with IDD; OR 
        o  Have any combination of education and experience identified above equaling four years or more; 
     •	 Have training in the following areas, and provide evidence of current certificate of completion 
from an accredited source, when applicable, or upon request: 
        o  Abuse, neglect, and exploitation and state law reporting requirements and prevention; 
        o  Cardiopulmonary resuscitation; and 
        o  Basic first aid; 
     •	 Be age 19 or older and authorized to work in the United States; 
     •	 Not be a legally responsible individual or guardian to the participant; and 
     •	 Not be an employee of DHHS, unless approved by DHHS as compliant with DHHS policy and 
applicable law and regulation. 
 
All providers of this service must complete specialized TBI training.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with the designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
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All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
licensure standards, Titles of the Nebraska Administrative Code, and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
The provider must: 
•Complete all provider enrollment requirements; 
•Ensure that services are provided in an integrated, community-based setting; 
•Provide a telephone with assistive devices; 
•Ensure there is a written plan for each participant. This is in addition to the person- centered plan. The 
written plan must be jointly developed with the participant and service coordinator and must include the 
participant’s strengths, needs and desired outcomes as they pertain to TBI Adult Day Health Services, a 
plan to meet the needs and desired outcomes, and TBI Adult Day Health Services components to be 
provided; 
•Ensure the written plan  includes an up-to-date listing of the participant’s current medications and 
treatments, emergency contact information, and special dietary requirements, a description of any 
limitations to participate in activities, and any recommendations for special therapies; 
•Together with the participant and service coordinator, review and revise the plan as appropriate, but at 
least semiannually. A copy of the plan must be submitted to the participant’s services coordinator; 
•Employ or contract with a licensed nurse, who will provide the health assessment and nursing services 
component of the service and supervise activities of daily living as well as activities of daily living 
training components; and 
•Ensure all staff employed by the provider who work with a participant served by the Traumatic Brain 
Injury Waiver complete specialized TBI training. 
•Complete DHHS trainings upon request.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures that 
revalidations is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service
Service:
Personal Care
Alternate Service Title (if any):
 

TBI Personal Care  

HCBS Taxonomy:
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All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
licensure standards, Titles of the Nebraska Administrative Code, and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Employ staff who have the knowledge and abilities required to meet the specialized physical, medical, 
or personal care needs of the participant; 
•Employ staff based on qualifications, experience, and abilities in carrying out personal care services 
comparable to those who will be authorized; 
•Ensure staff working with participants served by the TBI waiver have completed specialized TBI 
training; 
•Require staff use of universal precautions; 
•Provide training to staff and provide DHHS with training plans upon request; 
•Complete DHHS trainings upon request; 
•Ensure availability of caregivers; and 
•Have computer skills and access to the technology needed to navigate the state-mandated electronic 
visit verification system.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: TBI Personal Care

Provider Category:
Individual
Provider Type:
 

Independent TBI Personal Care provider  

Provider Qualifications
License (specify):
 

No license is required.  

Certificate (specify):
 

No certification is required.  

Other Standard (specify):
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All providers of waiver services must be a Medicaid provider and must comply with all applicable Titles 
of the Nebraska Administrative Code and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•	 Have the knowledge and abilities required to meet the specialized physical, medical, or personal care 
needs of the participant; 
•	 Have qualifications, experience, and abilities necessary in carrying out personal care services 
comparable to those who will be authorized; 
•	 Complete specialized TBI training; 
•	 Complete DHHS trainings upon request; 
•	 Use universal precautions; and 
•	 Have computer skills and access to the technology needed to navigate the state-mandated electronic 
visit verification system.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with the designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service
Service:
Respite
Alternate Service Title (if any):
 

TBI Respite Care  

HCBS Taxonomy:

Category 1:

09 Caregiver Support

Sub-Category 1:

09011 respite, out-of-home

Category 2:

09 Caregiver Support

Sub-Category 2:

09012 respite, in-home
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Provider Category:
Individual
Provider Type:
 

Independent TBI Respite Care Provider  

Provider Qualifications
License (specify):
 

Not required.  

Certificate (specify):
 

Not required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider and must comply with all applicable Titles 
of the Nebraska Administrative Code and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Never leave the participant alone while providing respite; 
•Prepare meals or snacks to comply with participant’s dietary needs; 
•Use universal precautions; 
•Have the knowledge and abilities required to meet the specialized physical, medical, or personal care 
needs of the participant; 
•Complete specialized TBI training; 
•Complete DHHS trainings upon request; 
•Out of home providers must ensure their home is accessible and safe; and 
•Have computer skills and access to the technology needed to navigate the state electronic visit 
verification system.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: TBI Respite Care

Provider Category:
Agency
Provider Type:
 

Agency TBI Respite Care Provider  

Provider Qualifications
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License (specify):
 

When mandated, 175 NAC Health Care Facilities and Services Licensure  

Certificate (specify):
 

Not Required  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
licensure standards, Titles of the Nebraska Administrative Cod, and Nebraska State Statutes. 
Direct care staff of the respite provider agency must: 
•Never leave the participant alone while providing respite; 
•Prepare meals or snacks to comply with participant’s dietary needs; 
•Use universal precautions; 
•Have the knowledge and abilities required to meet the specialized physical, medical, or personal care 
needs of the participant; 
•Complete specialized TBI training; 
•Complete DHHS trainings upon request; 
•Out of home agency providers must ensure their setting is accessible and safe; 
•Provide training to staff and provide DHHS with training plans upon request; 
•Ensure availability of caregivers; and 
•Have computer skills and access to the technology needed to navigate the state-mandated electronic 
visit verification system.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Assistive Technology  

HCBS Taxonomy:
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Provider Specifications:

Provider Category Provider Type Title

Agency Specialized equipment and supplies

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Category:
Agency
Provider Type:
 

Specialized equipment and supplies  

Provider Qualifications
License (specify):
 

Not required.  

Certificate (specify):
 

Not required.  

Other Standard (specify):
 

All general contractors shall meet all applicable federal, state, and local laws and regulations, including 
maintaining appropriate license and certifications. All items and assistive equipment must meet 
applicable standards of manufacture, design, and installation.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Nebraska Department of Education Assistive Technology  

Frequency of Verification:
 

Ongoing  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Caregiver Training  
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All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
licensure standards, Titles of the Nebraska Administrative Code, and Nebraska State Statutes. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
All providers of waiver services must have computer skills and access to the technology needed to 
navigate the state-mandated web-based case management system. 
 
Providers must employ staff based on qualifications, experience, and abilities in carrying out services 
comparable to those who will be authorized. 
 
Providers must provide DHHS with training plans upon request. 
 
Complete DHHS trainings upon request. 
 
Have computer skills and access to the technology needed to navigate the state-mandated case 
management system.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

DHHS agency personnel in combination with designated provider screening and enrollment vendor.  

Frequency of Verification:
 

The program compliance is completed annually by DHHS and the provider screening and enrollment 
vendor, to ensure revalidation is completed annually and re-enrollment is completed every five years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Chore

 

HCBS Taxonomy:

Category 1:

08 Home-Based Services

Sub-Category 1:

08060 chore

Category 2: Sub-Category 2:
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C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Chore

Provider Category:
Agency
Provider Type:
 

Agency Chore Provider  

Provider Qualifications
License (specify):
 

Not required.  

Certificate (specify):
 

Not required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
licensure standards, Titles of the Nebraska Administrative Code, and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Employ staff who have the knowledge and abilities required to meet the needs of the participant; 
•Complete DHHS trainings upon request; 
•Employ staff based on qualifications, experience, and abilities in carrying out services comparable to 
those who will be authorized; 
•Use universal precautions; and 
•Have computer skills and access to the technology needed to navigate the state-mandated electronic 
visit verification system.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Chore

Provider Category:
Individual
Provider Type:
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Independent Chore Provider  

Provider Qualifications
License (specify):
 

Not required.  

Certificate (specify):
 

Not required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
Titles of the Nebraska Administrative Code, and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Have the knowledge and abilities required to meet the needs of the participant; 
•Have qualifications, experience, and abilities necessary in carrying out services comparable to those 
who will be authorized; 
•Complete DHHS trainings upon request; 
•Use universal precautions; and 
•Have computer skills and access to the technology needed to navigate the state-mandated electronic 
visit verification system.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Community Connections  

HCBS Taxonomy:
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Community Connections

Provider Category:
Individual
Provider Type:
 

Independent Community Connections Provider  

Provider Qualifications
License (specify):
 

No license is required.  

Certificate (specify):
 

No certification is required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider and must comply with all applicable Titles 
of the Nebraska Administrative Code and Nebraska State Statues. 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
Providers must: 
• Have the knowledge and abilities required to meet the specialized physical, medical, or personal care 
needs of the participant; 
• Have qualifications, experience, and abilities necessary in carrying out Community Connections 
services comparable to those who will be authorized; 
• Complete specialized TBI training; 
• Complete DHHS trainings upon request; 
• Use universal precautions; and 
• Have computer skills and access to the technology needed to navigate the state-mandated electronic 
visit verification and case management system.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with the designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
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Provider Specifications:

Provider Category Provider Type Title

Agency Agency home delivered meal provider

Individual Independently operated home delivered meal provider

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Delivered Meals

Provider Category:
Agency
Provider Type:
 

Agency home delivered meal provider  

Provider Qualifications
License (specify):
 

Not required.  

Certificate (specify):
 

Not required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
Titles of the Nebraska Administrative Code and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Deliver meals in a sanitary manner and using methods to maintain proper food temperatures; 
•Provide meals which contain at least 1/3 of the recommended daily allowance per meal; 
•Make menus available to DHHS; and 
•Conform to applicable laws and regulations Nebraska Food Code (Neb.Rev. Stat. 81-2,257.01), 175 
NAC  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
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Service Name: Home Delivered Meals

Provider Category:
Individual
Provider Type:
 

Independently operated home delivered meal provider  

Provider Qualifications
License (specify):
 

Not required.  

Certificate (specify):
 

Not required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
Titles of the Nebraska Administrative Code and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Deliver meals in a sanitary manner and using methods to maintain proper food temperatures; 
•Provide meals which contain at least 1/3 of the recommended daily allowance per meal; 
•Make menus available to DHHS; and 
•Conform to applicable laws and regulations Nebraska Food Code (Neb.Rev. Stat. 81-2,257.01), 175 
NAC  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
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Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Non-Medical Transportation

Provider Category:
Agency
Provider Type:
 

Public Service Commission Exempt Transportation Provider  

Provider Qualifications
License (specify):
 

Provider must have a valid driver’s license Neb. Rev. Stat §60-484.  

Certificate (specify):
 

No certification is required. Neb. Rev. Stat §75-301-322,291 NAC 3-002.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider and must comply with all applicable 
certification standards, Titles of the Nebraska Administrative Code, and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Ensure drivers possess a current and valid driver's license with no more than three points assessed 
against their Nebraska driver's license within the past two years or meet a comparable standard in the 
state in which they are licensed to drive. 
•Ensure drivers have not had their driver/chauffeur's license revoked within the past three years. 
•Complete DHHS trainings upon request.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Non-Medical Transportation

Provider Category:
Agency
Provider Type:
 

Certified Commercial Carrier/Common Carrier  

Provider Qualifications
License (specify):
 

Provider must have a valid driver’s license Neb. Rev. Stat §60-484.  

Certificate (specify):
 

Certification of Authority issued by the Nebraska Public Service Commission. Neb. Rev. Stat §75-301- 
322,291 NAC 3-002.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
certification standards, Titles of the Nebraska Administrative Code, and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Ensure drivers possess a current and valid driver's license with no more than three points assessed 
against their Nebraska driver's license within the past two years or meet a comparable standard in the 
state in which they are licensed to drive. 
•Ensure drivers have not had their driver/chauffeur's license revoked within the past three years. 
•Complete DHHS trainings upon request.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
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Provider Category Provider Type Title

Agency Agency PERS Provider

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Personal Emergency Response System (PERS)

Provider Category:
Agency
Provider Type:
 

Agency PERS Provider  

Provider Qualifications
License (specify):
 

Not required.  

Certificate (specify):
 

Not required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
licensure standards, Titles of the Nebraska Administrative Code, and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Ensure response is provided 24 hours per day, 7 days per week. 
•Furnish replacement PERS unit within 24 hours of malfunction of original unit. 
•Ensure monthly testing of PERS unit. 
•Update responder contacts semi-annually.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
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Agency
Provider Type:
 

Agency supported employment - follow along provider  

Provider Qualifications
License (specify):
 

No license required.  

Certificate (specify):
 

No certification required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
licensure standards, Titles of the Nebraska Administrative Code, and Nebraska State Statutes. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
A provider delivering direct services and supports must: 
     •	 Meet and adhere to all applicable employment standards established by the hiring agency; 
     •	 Have training in the following areas, and provide evidence of current certificate of completion 
from an accredited source, when applicable or upon request: 
        o  Abuse, neglect, and exploitation and state law reporting requirements and prevention; 
        o  Cardiopulmonary resuscitation; and 
        o  Basic first aid; 
     •	 Be authorized to work in the United States; 
     •	 Not be a legally responsible individual or guardian to the participant; and 
     •	 Not be an employee of DHHS, unless approved by DHHS as compliant with DHHS policy and 
applicable law and regulation. 
 
All providers must ensure staff working with participants served by the TBI waiver have completed 
specialized TBI training.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Supported Employment - Follow Along

Provider Category:
Individual
Provider Type:
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Independent supported employment – follow along provider  

Provider Qualifications
License (specify):
 

No license required.  

Certificate (specify):
 

No certification required.  

Other Standard (specify):
 

All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
licensure standards, Titles of the Nebraska Administrative Code, and Nebraska State Statutes. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
A provider of this service must: 
     •	 Complete all provider enrollment requirements; 
     •	 Have necessary education and experience, and provide evidence upon request: 
        o  Have a Bachelor’s degree or equivalent coursework/training in: education, psychology, social 
work, sociology, human services, or a related field; OR 
        o  Have four or more years of professional experience in the provision of habilitative services for 
persons with intellectual or other developmental disabilities (IDD), or in habilitative program writing 
and program data collection/analysis, or four or more years of life experience in teaching and supporting 
an individual with IDD; OR 
        o  Have any combination of education and experience identified above equaling four years or more; 
     •	 Have training in the following areas, and provide evidence of current certificate of completion 
from an accredited source, when applicable, or upon request: 
        o  Abuse, neglect, and exploitation and state law reporting requirements and prevention; 
        o  Cardiopulmonary resuscitation; and 
        o  Basic first aid; 
     •	 Be age 19 or older and authorized to work in the United States; 
     •	 Not be a legally responsible individual or guardian to the participant; and 
     •	 Not be an employee of DHHS, unless approved by DHHS as compliant with DHHS policy and 
applicable law and regulation. 
 
All providers of this service must complete specialized TBI training.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with the designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification
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All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
Titles of the Nebraska Administrative Code and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Have the knowledge and abilities required to meet the specialized physical, medical, or personal care 
needs of the participant; 
•Have qualifications, experience, and abilities necessary in carrying out TBI Companion services 
comparable to those who will be authorized; 
•Have completed specialized TBI training; 
•Complete DHHS trainings upon request; 
•Use universal precautions; and 
•Have computer skills and access to the technology needed to navigate the state-mandated electronic 
visit verification system.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff in combination 
with the designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: TBI Companion

Provider Category:
Agency
Provider Type:
 

Agency TBI Companion Provider  

Provider Qualifications
License (specify):
 

No license is required.  

Certificate (specify):
 

No certificate is required.  

Other Standard (specify):
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All providers of waiver services must be a Medicaid provider, and must comply with all applicable 
Titles of the Nebraska Administrative Code and Nebraska State Statues. 
 
All providers of waiver services must adhere to standards as described in the Division of Medicaid and 
Long-Term Care Service Provider Agreement. 
 
Providers must: 
•Have the knowledge and abilities required to meet the specialized physical, medical, or personal care 
needs of the participant; 
•Have qualifications, experience, and abilities necessary in carrying out TBI Companion services 
comparable to those who will be authorized; 
•Ensure staff working with participants served by the TBI waiver have completed specialized TBI 
training; 
•Complete DHHS trainings upon request; 
•Use universal precautions; and 
•Have computer skills and access to the technology needed to navigate the state-mandated electronic 
visit verification system.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers of DHHS staff in combination 
with designated provider enrollment broker.  

Frequency of Verification:
 

The program compliance is completed annually, and the provider enrollment broker ensures revalidation 
is completed annually, and re-enrollment is completed every 5 years.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

TBI Supported Residential Living  

HCBS Taxonomy:

Category 1:

02 Round-the-Clock Services

Sub-Category 1:

02013 group living, other

Category 2:

 

Sub-Category 2:
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Providers must: 
•Provide a private room with bathroom consisting of a toilet and sink for each participant receiving TBI 
Supported Residential Living service. Semi-private rooms will be considered on a case-by-case basis 
and require prior approval of the Department. 
•Provide essential furniture, at a minimum, a bed, dresser, nightstand or table, and chair, if a participant 
does not have those items. 
•Supply normal, daily personal hygiene items including, at a minimum, soap, shampoo, toilet paper, 
facial tissue, laundry soap, feminine hygiene products and dental hygiene products. 
•Provide privacy in the unit including lockable doors, and access by the participant to the facility and to 
the individual apartment. 
•Provide training to staff and provide DHHS with training plans upon request. 
•Complete DHHS trainings upon request. 
 
The TBI Supported Residential Living provider must have a resident service agreement for each 
participant which includes a lease agreement. The agreement must also include an up-to-date listing of 
the participant’s current medications and treatments, any special dietary requirements, and a description 
of any limitation to participate in activities. TBI Supported Residential Living staff will, together with 
the participant and service coordinator, review and revise the resident service agreement as appropriate, 
but at least annually. 
 
All staff employed by the provider who work with a participant served by the Traumatic Brain Injury 
waiver must complete specialized TBI training.  

Verification of Provider Qualifications
Entity Responsible for Verification:
 

Provider qualifications are verified by contracted resource developers or DHHS staff.  

Frequency of Verification:
 

Provider qualifications are verified on an annual basis.  

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through 
the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not 
specified in statute.
Service Title:
 

Vehicle Modifications  

HCBS Taxonomy:

Category 1:

14 Equipment, Technology, and Modifications

Sub-Category 1:

14020 home and/or vehicle accessibility adaptations
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Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR 
441.301(c)(4)-(5) and associated CMS guidance. Include:

Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the 
future.

1. 

Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting 
requirements, at the time of this submission and ongoing.

2. 

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet 
requirements at the time of submission. Do not duplicate that information here.

 

Application for 1915(c) HCBS Waiver: NE.40199.R05.00 - Oct 01, 2023 Page 115 of 216

09/26/2023



1. At the time of submission of this waiver application, one TBI Supported Residential Living provider has been serving 
participants on the TBI waiver. That provider has demonstrated compliance with federal HCBS Setting requirements. This has 
been verified through annual setting assessments completed by the Resource Developer, on-going monitoring by the Services 
Coordinator, file reviews by DDD staff, and the National Core Indicators Aging and Disability (NCI-AD) results. 
 
With the addition of services to this waiver, service settings will include the TBI Adult Day Health provider settings and 
participants’ private homes. 
 
Any provider of TBI Adult Day Health services will need to demonstrate compliance with federal HCBS setting requirements 
through settings assessments completed by Resource Developers during initial and annual provider enrollment. This assessment 
will include an interview, a walk-though of the setting, and a review of policies and procedures. If the setting has the qualities of 
an institution as defined by CMS, the provider will complete a heightened scrutiny packet, which will be reviewed by DDD to 
ensure the setting is compliant. 
 
All settings, including private homes, will be monitored through monthly reviews of person-centered plans by Services 
Coordinators with participants and at annual review meetings facilitated by Services Coordinators. 
 
2. Nebraska’s monitoring efforts will occur at the individual, provider, and state levels. All settings, including private homes, are 
continually monitored through monthly reviews of person-centered plans with participants and at annual review meetings 
facilitated by service coordinators, which include Home & Community-based Services (HCBS) settings criteria in the monitoring 
process. 
 
Monitoring efforts at the individual level include a review of person-centered service plans.  Relevant forms include indicators of 
compliance with the HCBS final rule. DDD will ensure that service delivery system staff continue to receive training on person-
centered planning philosophy and practice, including the empowerment of the individual to fully understand the range of options 
available to them and their rights in making individual choices. Training will emphasize an individual’s right to select where they 
live and to receive services from the full array of available options, including services and supports in their own or family homes. 
The trainings will include curricula on supporting informed choice and identifying areas that providers must address. Guidance 
will be provided to service coordinators on how to educate individuals about person-centered philosophy and practice, which 
supports federal HCBS setting requirements. It will also include rights, protections, person-centered thinking, and community 
membership. 
 
Monitoring efforts at the provider level for all provider-owned, operated or controlled settings include ensuring current providers 
maintain compliance. DDD will use results of initial site assessments to identify those settings requiring further attention to come 
into compliance with the HCBS settings final rule. The assessment process will identify what modifications are needed and by 
when. Nebraska will assess providers’ progress towards compliance through reports, interviews, and on-site inspections that 
include information from providers and individuals receiving services. Licensing, certification, and/or service delivery system 
staff will be critical to ensuring compliance and assuring providers' progress on their provider-level transition plans. Ongoing 
monitoring and follow-up will ensure compliance is achieved. Once overall compliance is achieved, strategies to ensure ongoing 
compliance will include: 
i.  Ongoing licensing inspections and certification reviews by appropriate staff; and 
ii. Ongoing HCBS setting compliance monitoring to ensure that settings continue to comply with the HCBS regulations. 
 
At the state level, DDD will ensure staff members are appropriately trained on the HCBS regulations and expectations. DDD will 
work with the Department of Public Health (DPH) licensure and certification staff to reduce duplication of effort in each 
Division's survey process. 
 
DDD staff will conduct ongoing monitoring for all provider-owned, operated, or controlled settings through the use of file 
reviews and also through the annual provider review process, to assure continuous monitoring and improvement. All provider 
owned, operated, or controlled settings are monitored for all parts of the HCBS final Rule. This will include determining sample 
sizes to ensure providers are complying with HCBS regulations on an ongoing basis. 
 
DDD staff will also actively monitor the provision of services and supports identified in the participant service plan at a 
frequency and intensity which ensures needs are met and that any necessary revisions to the service plan are completed. This 
includes monitoring individual private homes, non-licensed settings, and anywhere services are received.  

Appendix D: Participant-Centered Planning and Service Delivery
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D-1: Service Plan Development (3 of 8)

Supporting the Participant in Service Plan Development. Specify: (a) the supports and information that are made 
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the 
service plan development process and (b) the participant's authority to determine who is included in the process.

 

The participant's Services Coordinator (SC) together with the potential participant, develops the participant’s service 
plan. 
 
a) The supports and written information are made available to the participant to direct and be actively engaged in the 
service plan development process. 
 
Prior to the service plan meeting(s), the SC works with the participant to coordinate invitations for their service plan 
meetings, dates, times and locations. The process of coordinating invitations includes the participant’s input as to who to 
invite to the meeting(s) and at times and locations of convenience to the participant. 
 
Service planning meeting involves people who care about and know the participant. The development process is a 
collaborative process between the participant and SC that includes people chosen by the participant, provides necessary 
information and support to ensure that the participant directs the process to the maximum extent possible, and is enabled 
to make informed choices and decisions, and reflect cultural considerations and communication needs of the participant. 
The participant is present, is encouraged and assisted to participate in every aspect of their service planning as fully as 
they are able and choose to do so. 
 
The participant, SC, and other individuals chosen by the participant (e.g. advocates, family members, and friends) 
participate in the service plan process or parts of the service plan process; discuss the participant’s goals and needs; 
develop the service plan; and review and update the service plan throughout the year to support the participant to live the 
life they want. 
 
b) The participant’s authority to determine who is included in the process. 
 
Individuals involved in the planning process will be determined by the participant but must at least include the participant 
and the SC. Individuals who care about and know the participant may be included dependent upon the participant’s 
choice of who to include in the process.  

c. 

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who develops the plan, who participates in the process, and the timing of the plan; (b) 
the types of assessments that are conducted to support the service plan development process, including securing 
information about participant needs, preferences and goals, and health status; (c) how the participant is informed of the 
services that are available under the waiver; (d) how the plan development process ensures that the service plan addresses 
participant goals, needs (including health care needs), and preferences; (e) how waiver and other services are coordinated; 
(f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan; 
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and 
policies cited that affect the service plan development process are available to CMS upon request through the Medicaid 
agency or the operating agency (if applicable):

 

d. 
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(a) Who develops the plan, who participates in the process, and the timing of the plan 
 
Persons eligible for waiver services have a person-centered service plan developed prior to the authorization of the waiver 
services and annually thereafter. 
 
Service planning is developed in conjunction with the person-centered plan once the initial assessment is completed and 
reflects the participant’s waiver and non-waiver services, needs, goals and preferences. This meeting is also the 
opportunity for the SC to explain the available service array, including provider and conflict of interest options. The 
purpose of the meeting is to 1) discuss information gathered about what is important to and for the participant, 2) identify 
other services or programs and informal supports the participant has available outside of waiver services and 3) identify 
what supports they need to be safe and healthy while leading the life of their choosing. This person-centered plan is 
individually tailored to address the unique preferences and needs of the participant. 
 
After the person-centered plan is developed, the waiver and non-waiver services available to the participant shall be 
discussed to identify providers and authorize services. The person-centered plan will include waiver and non-waiver 
services, interventions, strategies, and supports to be provided to assist the participant to achieve their future plan, or 
personal goals. 
 
Members in the planning process are determined by the participant but must at least include the participant and the SC. 
Informal supports and the prospective waiver provider(s) may be included dependent upon the participant’s choice of 
who to include in the process. The SC is responsible for scheduling, coordinating, and documenting all service plan 
meetings, and facilitating the participation of all included in the planning process by request of the participant.  The SC 
elicits and records facts and information, advocates for the participant, documents the person-centered service plan and 
the specific responsibilities of those involved in the planning process with regard to implementation of services, supports, 
and/or strategies, and adheres to the processes for service plan development and authorized services.  Meetings are 
scheduled at a time and place that accommodates the needs of the participant.  Dates for regularly scheduled service plan 
meetings are scheduled well in advance to assure attendance by all involved in the planning process.  The participant or 
those identified in the planning process may request a meeting at any time. 
 
 
(b) The types of assessments that are conducted to support the service plan development process, including securing 
information about participant needs, preferences, goals and health status. 
 
The service plan must identify the needs, goals and preferences of the participant and specify how those needs, goals and 
preferences will be addressed. 
 
In order to accomplish that, the participant’s strengths, capacities and areas needing growth to support the service plan 
development are determined by the participant and the individuals they invited to develop the person-centered plan. 
 
Adults age 18 and older are assessed with the interRAI Home Care Assessment. If there is a change in circumstance prior 
to the annual level of care assessment, the Home and Community-Based Adult Assessment will be used to document 
changes in care needs. Health and welfare is addressed through a variety of assessments that may be provided by the 
family, service coordinator, and/or Medical Professionals. 
 
The interRAI is used to measure the participant’s level of independence and support needed for the participant to 
complete activities including Activities of Daily Living, Instrumental Activities of Daily Living, and risk factors. 
Supplemental medical information gathered in determining level of care eligibility will inform the planning process and 
discussions including medical needs; any recent illnesses and recovery; condition or therapeutic changes; and summary 
reporting of ongoing monitoring. Information from other sources, such as medical records/reports and special education 
plans may be reviewed. This information guides the development of the person-centered plan. 
 
(c) How the participant is informed of the services that are available under the waiver. 
 
The SC has the primary responsibility to inform the participant of available services under this waiver. Information about 
available services is shared with the participant from the point of referral through the development of the person-centered 
plan. The participant is informed of the services that are available through the waiver during the initial plan development 
and annually during the service-planning meeting. Services Coordinators continue to provide information about services 
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through monthly monitoring contacts as participants’ needs and preferences change. The DHHS website provides further 
information on waiver services and other resources. 
 
(d) How the plan development process ensures that the service plan addresses participant goals, needs (including health 
care needs), and preferences. 
 
The person-centered plan must identify the needs and personal preferences of the participant and specify how those needs 
and personal preferences will be addressed.  This must include identification of services and supports to be provided 
under the waiver program, as well as services and supports to be provided by other non-Medicaid waiver resources or 
informal supports.  The service plan indicates how the team believes that this plan will meet the health and safety needs 
of the participant including back up plans. These needs may be met by a combination of waiver services, self-directed 
supports, natural supports, services/supports from other DHHS programs and other services/supports from other non-
Medicaid sources.  If it is determined that the needs cannot be met under the current plan without posing a threat to the 
health and safety of the participant, the team will re-consider the appropriateness of the participant’s service array.  This 
may require referral to other services or programs and the development of a revised plan. 
 
 
(e) How waiver and other services are coordinated. 
 
Coordination of waiver services includes documentation, referral, and follow-up.  The SC is responsible for coordination 
and oversight of the delivery of effective services for participants through assessment, service plan development, referral, 
and monitoring activities.  The participant determines the level of coordination desired.  The SC provides information 
about referrals and resources to the participant. The SC may make referrals and coordinate related activities to help a 
participant obtain needed services, medical, social, educational providers, or other programs and services. The SC makes 
referrals to prospective providers selected by the participant for needed services and may schedule appointments for the 
participant. 
 
The SC completes monitoring and follow-up activities with the participant, providers, or other entities to ensure that the 
person-centered plan is effectively implemented and adequately addresses the needs of the participant, and whether there 
are changes in the needs or status of the participant that warrant making necessary adjustments in the person-centered 
plan and service arrangements with providers.  When requested, the SC may serve as a liaison for the participant with the 
service provider and the community. 
 
 
(f) How the plan development process provides for the assignment of responsibilities to implement and monitor the plan. 
 
The person-centered plan is the document that outlines the outcomes and action steps that reflect the participant’s needs, 
personal preferences, and desired outcomes. The person-centered plan identifies the services to be provided, the amount 
and frequency of service provision, and the people responsible for the delivery of the services required (i.e. the type of 
provider). People responsible may include the participant, family members, waiver providers, other providers, informal 
supports, and the SC. The SC is responsible for monitoring the plan, and this is accomplished through at least monthly 
contact with the participant/guardian. 
 
The SC may complete ongoing monitoring in the environment that waiver services are provided when there are reports of 
abuse or neglect, health and safety concerns, at the request of the participant. 
 
(g) How and when the plan is updated, including when the participant's needs change. 
 
Regulations found at Title 480 NAC require the person-centered plan to be modified as the participant’s needs change 
and annually. The plan modification or annual review is also a joint planning process including the participant, SC, and 
other people chosen by the participant.  

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan 
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs 

e. 
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and preferences. In addition, describe how the service plan development process addresses backup plans and the 
arrangements that are used for backup.

 

Risk is identified through the level of care and functional assessment processes. 
 
The SC must determine the presence and effect of risk factors that impact the health and welfare of the participant. Risk 
factors are concerns which cause significant impact to the participant’s life and functional capacity. To be considered a 
factor, the risk must be immediate and require a significant intervention (referral, support, or service), either in a facility 
or as part of an in-home plan. 
 
Risk factors to be considered include but are not limited to: 
 
1. Documented Abuse/Neglect. 
2. Socially inappropriate behavior: The participant exhibits a recurring behavior deviant from that which is commonly 
regarded as acceptable by societal norms. These specific behaviors are wandering, inappropriate sexual behavior, 
assaultive behavior, and resistance to physical care. This also includes thought impairment such as hallucination, 
delusion, or suicidal ideation not related to a severe and persistent mental illness. 
3. Communication: The participant is unable to communicate information in an understandable manner. Information may 
be conveyed by any means (examples include but are not limited to: verbally, in writing, sign language, message board). 
This does not include speaking a language other than English. 
4. Continence: The participant is incontinent (that is, unable to control their body to empty the bladder and/or bowel) and 
is unable to self-manage related needs. 
5. Falls: The participant has fallen resulting in injury which required physician treatment or hospitalization. 
6. Housing: No safe, accessible, adequate housing. At intake, these factors are of concern in the participant’s life. At 
renewal, the participant would be at risk of these factors recurring in the absence of waiver services. 
7. Nutrition or Hydration Concerns: The participant has a history/present diagnosis of dehydration or malnutrition.  In 
absence of diagnosis, the participant does not demonstrate interest/motivation to eat. 
8. Lack of informal support: The participant has no network of caring friends/relatives/neighbors/staff or non-waiver 
providers who are physically, mentally, and psychologically able and willing to provide any care or support. 
 
Strategies to mitigate risk to the participant’s health and welfare are incorporated into the person-centered plan, subject to 
participant needs and unique preferences. The array of Waiver services in this program are designed to mitigate risks. For 
example, the Personal Emergency Response System (PERS) addresses risk common to vulnerable adults served by this 
waiver. Other strategies include developing goals and action steps to address identified risks; referral to 
services/resources to address risks, as well as the actual use of those services/resources. 
 
Back up plans are developed on an individual participant basis to address situations of the unavailability of a provider or 
informal support; or in the event of a natural disaster or emergency. Back up plans are written into the participant’s 
person-centered plan. The assessments tool informs the Service Coordinator of potential health and safety risk factors. 
Each participant’s person-centered plan is required to have outcomes and action steps which address all needs for ADLs 
and IADLS, including risk factors. The person-centered plan also is required to address the supports and interventions 
related to the identified health and safety risks needed to prevent harm to the participant. In addition, all person-centered 
plans must contain outcomes and action steps which address unavailability of a provider and a plan for what will be done 
in the event of a natural disaster or emergency. All participants are to be involved in writing the person-centered plan and 
the identified action steps.  

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from 
among qualified providers of the waiver services in the service plan.

 

f. 
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Appendix D: Participant-Centered Planning and Service Delivery
D-2: Service Plan Implementation and Monitoring

Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the 
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are 
used; and, (c) the frequency with which monitoring is performed.

 

a. 

Application for 1915(c) HCBS Waiver: NE.40199.R05.00 - Oct 01, 2023 Page 123 of 216

09/26/2023



a.)	 The entity responsible for monitoring the implementation of the service plan and participant health and welfare; 
 
Services Coordinators (SC) are responsible for monitoring the implementation of the person-centered plan and updating 
the person-centered plan as needed when it has been identified the participant’s assessed needs have changed. SCs are 
also responsible for monitoring participant’s health and welfare. SCs along with the participant develop a backup plan to 
ensure the participant’s needs are met when the primary provider is not available. Monitoring services includes SC 
reviewing claims for services rendered. SCs make referrals, as appropriate, to assure participants safety (i.e., additional 
programs, providers, Adult Protective Services, law enforcement and Licensure). The SC is responsible for monitoring 
the participant’s satisfaction of services. 
 
b.)	 The following describes the monitoring process; 
 
SCs monitor the person-centered plan by interviewing and observing the participant and their surroundings and 
interviewing the participant’s family members, participant representatives and providers regarding the provision of 
waiver and non-waiver services including health services. The SC then determines with input from the identified 
individuals, whether or not the services continue to meet the participant’s needs. When there is a change in participant 
needs the person-centered plan is updated to include a new statement to cover the newly identified participant need. 
These same methods are used to determine if the participant is choosing the providers they want to provide the needed 
services and to also monitor the effectiveness of the backup plan when the primary providers are not available. The SC 
also monitors to ensure the participant resides and/or receives services in a setting that meets the HCBS regulations and 
requirements. 
 
The SC also encourages the participant’s family to monitor service provision. The SC also monitors the usage of services 
and the cost of services by reviewing provider billing documentation using DHHS systems which contain this 
information on a regular basis. Services that include personal cares are recorded in an Electronic Visit Verification 
system. Claims for those services are available to view post-payment in DHHS systems. SC maintains a working 
relationship with resource development staff persons in regard to provider issues or complaints received, and service gaps 
and/or barriers in the service area. 
 
During the person-centered plan monitoring process, if an incident or a complaint is reported to the SC, the SC may 
follow up on what was reported prior to the next monthly contact with the participant depending on the situation. When 
the issue is more complex or is ongoing an action step will be added to the person-centered plan and will be addressed 
accordingly. 
 
The SC monitors Medicaid eligibility and participant share of cost obligations using the DHHS systems containing this 
information. The SC also monitors the share of cost obligation being obligated to Medicaid waiver services in order for 
the participant to maintain Medicaid eligibility. 
 
c.)	 The following describe the frequency of monitoring; 
 
The SC must contact the participant, their legal representative or guardian at least monthly and more often depending on 
the participant’s level of need at any particular time. The SC must have a face-to-face meeting with the participant at least 
quarterly and more often depending on the participant’s level of need at the time. If the participant has a legal 
representative or guardian, they should be included in the meeting. If the representative or guardian is a paid provider, an 
individual with knowledge about the participant’s care will also be contacted to provide monitoring information. The 
Services Coordinator must monitor Medicaid eligibility monthly. 
 
Should immediate safety concerns be evident, the concern will be expressed verbally to appropriate personnel. When it is 
necessary for the SC to intervene to ensure the health and/or safety of the participant, such incidents will be documented. 
Suspected abuse or neglect will be reported to DHHS Adult Protective Services/Child Protective Services as appropriate. 
Any issue which requires follow up is documented by the Service Coordinator following the monthly monitoring visit or 
following other contact with the participant, provider, or other interested person (when appropriate). Depending upon the 
identified problem, it is addressed immediately and prior to the next monthly contact. When the problem is more complex 
or is ongoing, it is added as an outcome or action step on the person-centered plan and addressed accordingly. The SC 
will document health and safety concerns and complete an incident report as necessary. Refer to Appendix G for a 
detailed description of the critical incident process. The SC will review each participant's satisfaction with the services 
provided, review each participant's overall health status, and verify the provider(s) is complying with the requirements of 
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